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BACKGROUND: Sphincter pres er va tion, dis ease con trol, and long-term sur vival are the main goals in the
treat ment of rec tal can cer. Al though transanal lo cal ex ci sion is at trac tive be cause it is a sphincter spar ing pro -
ce dure, some con tra dic tory data ex ist in the lit er a ture about its abil ity to lo cally con trol dis ease and pro vide
over all sur vival com pa ra ble with rad i cal pro ce dures, even for pa tients with early stage tu mor. In pa tients
with early rec tal can cer (T1), lo cal ex ci sion may be an al ter na tive ap proach in highly se lected pa tients. For
more ad vanced rec tal can cer, rad i cal sur gi cal re sec tion is the treat ment of choice. METHODS: We re viewed
the lit er a ture to iden tify the cur rent re cur rence and sur vival rates of both tech niques as well as the sal vage
sur gery suc cess, only 1 study was pro spec tive, 5 were com par a tive, and 5 were case re ports. We pres ent a case
re port of a woman with lo cal ex ci sion of rec tal tu mor. Five years later a rectal recurrence has showed up. We
describe the case and make some conclusions.
INTRODUCTION
Lo cal ex ci sion of rec tal neoplasms is well de scribed as an
al ter na tive to abdominoperineal re sec tion (APR) and an te -
rior re sec tion in se lected pa tients, with fewer post op er a tive
com pli ca tions and op er a tive mor tal ity (1). His tor i cally, lo -
cal ex ci sion has in cluded transanal (2), transsacral (3), and
transsphincteric (4) ap proaches. The transanal approachis a
min i mally in va sive tech nique that al lows greater ex po sure
and fa cil ity in the man age ment of prox i mal dis ease than
tra di tional lo cal ex ci sion, with a shorter op er a tive time and
less mor bid ity than the rad i cal sur gi cal pro ce dures (5). We
found such data in the lit er a ture and some times pro vide this 
kind of treat ment to our pa tients. But what we do in deed –
cu ra tive treat ment or try ing to avoid post op er a tive mor bid -
ity? Ac cord ing to the TNM stag ing sys tem, the most valu -
able prog nos tic fac tor is the clin i cal stage (from I to IV). It
has di rect cor re la tion with the pres ence or ab sence of lo cal
or dis tant metastases. Lymph node me tas ta sis has been re -
ported in 3% to 17% of T1 can cers (6-10) and is found in
52% of tu mors <5 cm (10). Fea tures that in crease the risk of 
lymph node me tas ta sis in clude poor dif fer en ti a tion, vas cu -
lar in va sion, and depth of in va sion (11). Low-risk T1 le -
sions (well or mod er ately well dif fer en ti ated and with out
lym phatic in va sion) carry a 5% risk of lymph node me tas -
ta sis, com pared with 27% for high-risk le sions (12). A
study report for 15% recurrence rate for locally resected
adenomas (13). 
We pres ent a case of our prac tice with anamnesis for lo cal
ex ci sion of rec tal can cer (pT1NxMx) in the past, 5 years
ago. On clin i cal ex am i na tion, dur ing rou tine fol low-up pro -
ce dure she was found to have a mass in the retrorectal re -
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gion which was pal pa ble on rec tal ex am i na tion. MR to -
mog ra phy re vealed the pres ence of ad ja cent lobulated
soft-tis sue mass in the perirectal fat ad ja cent to the coc cyx
pos te ri orly (Fig. 1-2).
Af ter mak ing pre op er a tive con sid er ations, the pa tient was
op er ated on. Ini tially, trans-sa cral ap proach York-Masson
was ap plied. Due to vol ume of the sa cral re sec tion, the
coccigeal bone and the two dis tal ver te bras of the sacrum
were removed. 
Bi opsy and ex pressed intraoperative mor pho log i cal eval u -
a tion con firm the re cur rent na ture of the tu mor mass. It was
made a de ci sion to con verse the ap proach via laparotomy
and R-0 low an te rior re sec tion of the rec tum with
hand-sewn anas to mo sis was made. 
DIS CUS SION
The treat ment of rec tal can cer has un der gone a tre men dous
sur gi cal evo lu tion over the past cen tury. Ini tially, in the 19th
cen tury, the only pos si ble safe treat ment was a di vert ing co -
los tomy, which then evolved first to lo cal treat ment, pri -
mar ily via the Lisfranc and Kraske pro ce dures (pos te rior
ap proach), and later, in the 20th cen tury, to the ab dom i -
nal-per i neal re sec tion pop u lar ized by Miles. Sub se quently,
an te rior re sec tion and low an te rior re sec tion gained a solid
foot hold as the most ef fi ca cious ways to treat most can cers
of the rec tum. In the past 3 de cades, transanal ex ci sion has
reemerged as a pop u lar treat ment op tion for T1 and se -
lected T2 rec tal adenocarcinomas, al low ing less mor bid ity
for early can cers. The se lec tion cri te ria for this treat ment
have of ten in cluded mo bile tu mor, size <4 cm, fa vor able
his tol ogy with out lymphovascular in va sion, and an a tomic
ac ces si bil ity with the abil ity to achieve 1-cm cir cumfer -
ential mar gins. Al though the use of transanal ex ci sion for
T1 rec tal can cer in creased from 26% to ap prox i mately 44% 
be tween 1989 and 2003, mul ti ple re cent ret ro spec tive stud -
ies have sug gested that locoregional re cur rence af ter this
pro ce dure is as high as 18% for T1 can cers and 47% for T2
can cers. Of in ter est, lim ited avail able pro spec tive data re -
veal much better re sults (4-5% locoregional re cur rence rate
for T1 and 14-16% for T2). Much of the ap par ent dis crep -
ancy is due to pa tient se lec tion, which is far more rigid in
pro spec tive tri als. Con flict ing data also ex ist as to how this
out come af fects over all sur vival, al though sur gi cal sal vage
av er ages ap prox i mately 50% with close fol low-up. The
per spec tive top ics that will  be dis cussed in the fu ture could
be the sur gi cal evo lu tion of rec tal can cer, best pa tient se lec -
tion cri te ria for transanal ex ci sion ver sus more rad i cal op er -
a tion, util ity and ef fect of adjuvant ther apy in early-stage
rec tal can cer, cur rent trends in the treat ment of early-stage
rec tal can cer, and cur rent early-stage rec tal can cer trials.
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